Introduction {#Sec1}
============

Global health diplomacy involves new forms of collective action and negotiation of new rules and norms to address global health challenges. Traditionally, nation states have dominated these processes, having negotiated internationally to address cross-border health risks since the mid-nineteenth century.^[@CR1]^ Today a diverse group of other non-state actors participate, impelled by the increasing impact of globalisation on health systems and population health.^[@CR2]^

Given the more immediate interdependence and stronger cross-border linkages associated with epidemics, the global health diplomacy agenda remains focused on infectious diseases, virus sample sharing,^[@CR3]^ pandemic flu^[@CR4],\ [@CR5]^ and SARS.^[@CR6]^ "With such diseases, the ability of one country to protect the health of its population can directly depend on whether another country has the capacity to detect and respond to mobile, readily transmissible communicable pathogens, and *vice versa*. ... By contrast \[to such interdependence\], interconnectedness does not involve relationships of mutual dependence among States and, thus, does not provide robust incentives for reciprocal undertakings to lower risks. In global health, interconnectedness is often a feature of non-communicable disease problems. For example, the export by a developed country of processed foods high in added sugars and salts may contribute to the prevalence of childhood or adult obesity in a developing country, but the health, security, and economic well-being of people in the developed country do not depend on whether the developing country controls and reduces the prevalence of obesity in its territory.^[@CR7]^"

As emphasis on infectious diseases continues,^[@CR8]^ we concentrate here on an example of global health diplomacy to tackle chronic diseases: the Framework Convention on Tobacco Control (FCTC). In 2006, a technical group of the World Health Organization (WHO) recommended that the WHO 'take the lead in the development of an international code on the commercial promotion of food and beverages to children' (p. 27) to address the rise of obesity in children globally.^[@CR9]^ In anticipation of these negotiations over the global marketing of food to children, we analyse lessons learned from the FCTC for use in diplomatic efforts to prevent diet-related chronic diseases.

The FCTC is a treaty negotiated among member states of the WHO during the years 1999--2003. It took effect on 27 February 2005; by November 2009, the signatory countries numbered 168. With more than five million tobacco-related deaths per year, tobacco use is the single most preventable cause of death in the world. The FCTC countries committed themselves to raising taxes on tobacco products, regulating packaging and labelling of tobacco products, banning tobacco advertising and promotion, and installing measures to reduce illicit trade in tobacco products and sales to minors. The treaty does not offer a blueprint for the elimination of tobacco use or for the banning of international trade in tobacco products; instead it creates an international legal framework for collective action on tobacco control.

To examine the negotiation of this treaty, we use a simple analytical framework identifying (1) the specific problem requiring cross-border collective action, (2) the key actors, (3) their interests and 'stake' in this problem, (4) the potential forum or process for negotiations and (5) the potential scenarios for collective action.^[@CR10]^ We conducted this exercise based on secondary literature. We discuss lessons to be learned from the negotiations of the FCTC for potential applicability to diet-related chronic disease prevention, and, more specifically, the rise in obesity prevalence worldwide.

Identifying the Specific Problem Requiring Cross-border Collective Action {#Sec2}
=========================================================================

The problem of increasing obesity shares some characteristics with both previous examples, infectious diseases and tobacco; there are also some important differences.

Although national policies can often be effectively implemented without international collaboration, the globalisation of marketing strategies of the tobacco industry has rendered these insufficient. 'Advertising and smuggling do not stop at national borders' (Brundtland,^[@CR11]^ p. 751). Trade liberalisation, including reduction in trade barriers for tobacco products, has facilitated market access for tobacco companies and contributed to increasing tobacco use in many developing countries.^[@CR12]^ Two decades of bilateral, regional and multilateral trade agreements adopted by many nations engendered significantly greater competition in domestic tobacco markets -- accompanied by reduced prices for tobacco products and dramatic increases in the advertising and promotion of these products.^[@CR13],\ [@CR14]^

Growing numbers of investment protection treaties have facilitated international industry in establishing its presence and expanding marketing of foreign products to capture local markets. Signatories of these treaties are expected to decrease restrictions on the entry and operation of foreign investments and protect them against adverse government regulations.^[@CR15]^

Multinational tobacco companies undermine the regulatory authority of national governments through public relations and lobbying strategies.^[@CR16]^ This problem is especially acute in developing countries, given the asymmetry of resources between large global tobacco companies and the governments of small countries.

Problems addressed by global health diplomacy for tobacco control do not involve great interdependence among nations, creating 'a weaker foundation for diplomatic action' (Fidler,^[@CR10]^ p. 21). High levels of tobacco-related disease in one country do not directly affect the health of the citizens of another. Thus, global health diplomacy on issues of lesser interdependence is more arduous than in instances where countries directly feel the impact of the actions (or inaction) of their neighbours. WHO member states were able to come to an agreement on tobacco control, and therefore it is possible that other factors, including common challenges for regulating the industry, can provide sufficient impetus for success in global health diplomacy for chronic disease prevention.

Identifying the Key Actors {#Sec3}
==========================

Many participants engaged in negotiating the FCTC, including the WHO itself as a 'policy entrepreneur' secretariat, while promoting collective actions at the global level.^[@CR16]^ The WHO also ensured the support and collaboration of the World Bank and other United Nations agencies. National governments remained central actors, with their ministries (trade, foreign policy, finance, taxation, customs and development working with health) adding multi-sectoral dimensions to the collaboration. The active role of developing countries in shaping the treaty stimulated progress toward the agreement.^[@CR17]^ Regional coalitions of countries, including one formed by the delegates from Africa, strengthened their negotiating positions. High-income countries, including the United States, Japan and Germany, boldly advocated a minimalist FCTC.

What has been the role of the tobacco industry in the negotiations of the FCTC? It was not united in opposition to stringent regulation. "\[T\]he strategic responses to emergent regulation adopted by tobacco companies diverged significantly according to their respective market status. ... \[For instance\] BAT was at the forefront of industry hostility to the WHO\'s approach, as might be predicted given that its comparative commercial strengths lie in developing regions where accelerated regulation would be expected to have the greatest impact. (Collin and Lee,^[@CR18]^ pp. 225--226)"

Pharmaceutical companies were also party to these negotiations. With the WHO they explored how nicotine replacement treatments could be made more widely available.^[@CR19]^ Non-governmental organisations took part, both as observers of the negotiating sessions and as advocates who pressured governments and others key actors to adopt strong tobacco control provisions. The Framework Convention Alliance, comprising nearly 300 organisations from over 100 countries, emerged as the key non-government actor to support the signing, ratification and implementation of the FCTC. The wide membership increased the likelihood that most of the delegations in Geneva would be pressured at home to adopt strong tobacco control provisions and to promote these actively throughout the negotiations.

Identifying the Actors' Interests {#Sec4}
=================================

In contrast to other issues in global health diplomacy, in tobacco control commercial interests are very clear: measures to limit tobacco use would reduce the market and profits. Although markets had already stagnated and decreased in industrial countries, rapid growth of tobacco use in developing countries meant that a global treaty would threaten tobacco companies operating in these new and dynamic markets. Some firms demonstrated their opposition to the treaty by mounting a lobbying campaign against it and systematically searched for allies within governments. Other firms attempted to focus discussion on the few issues on which common ground could be found, for example how to limit underage use.

Fidler distinguishes a transformative approach to global health diplomacy from an instrumental one.^[@CR10]^ The motivation for the first is the 'possibility of centering international relations on health as the normative engine of political cooperation and progress'; for the second, participants attempt 'to use health instrumentally to achieve other foreign policy and diplomatic goals' (Fidler,^[@CR10]^ p. 2).

While the global health activists in NGOs adopted a transformative approach, the national governments adopt strategies where both approaches co-exist. Ministries of public health generally sought support for strong tobacco control measures, taking the transformative approach. But in their efforts to organise inter-sectoral collaboration among stronger domestic institutions including law enforcement or finance, health ministries often pursued international collaboration for instrumental reasons -- to strengthen their positions nationally. Similarly, the WHO used the FCTC negotiations to attack tobacco-related health threats as well as to re-establish its status and credibility among UN agencies after years of decline under weak management without clear vision; tobacco control became part of the strategy to reposition the organisation as a 'department of consequence'.^[@CR20]^

Identifying the Potential Forum or Process for Negotiations {#Sec5}
===========================================================

A WHO initiative was to host the FCTC negotiations at its Geneva headquarters. Although the WHO possessed treaty-making powers since its inception, it had never exerted these, instead using its power to adopt international regulations and non-binding resolutions. The FCTC reflects influence from the framework-protocol approach often used in international environmental law, where the 'states agree to a framework treaty that contains only general obligations but establishes the diplomatic machinery that will push the legal regime to more specificity and effectiveness' (Fidler,^[@CR10]^ p. 40). Thus, the Framework convention on tobacco control sets obligations for signatories whose members commit to continuing negotiations within the context of specific protocols. Accordingly, in 2008 the WHO hosted the first session of the Intergovernmental Negotiating Body on a Protocol on Illicit Trade in Tobacco.

Although negotiations of the FCTC remain in the tradition of the state-centric approach and forum to address global health challenges, they involve some newer multi-actor and multi-level interactions. In addition to their very active campaigning, some non-governmental organisations came to be recognised participants in negotiations along with state delegations.

Identify the Potential Scenarios for Collective Action {#Sec6}
======================================================

To address the problems related to global marketing and advertising of tobacco products and the pressure from multinationals on national governments to curb regulatory actions, the WHO and its member governments, supported by a number of non-governmental actors, promoted the development of a multilateral treaty. This committed them to tobacco control measures on price and taxes, exposure to environmental tobacco smoke, package and labelling requirements, product content, educational campaigns, restrictions on advertising, sponsorships and promotion, clinical intervention, subsidies and agricultural policies, and restrictions on youth access to tobacco and liability. These are domestic policies to be implemented at the national level. Why, then, were international negotiations needed to achieve such policy outcomes? The international commitments changed domestic political dynamics. The adoption and implementation of tobacco control measures strengthened the positions of public health advocates *vis-à-vis* pressure from multinational tobacco companies.

Moreover, the treaty addressed the impact of globalisation of marketing and advertising of tobacco. Once all signatory governments agreed to restrict advertising and marketing of tobacco products, the treaty overcame the limitation of previously divergent national policies.

The FCTC differs from previous treaties as it does not address problems between countries.^[@CR21]^ Rather, it tackles problems that all countries share. Some have suggested that treaty negotiations on national regulations to promote healthy diets would not be so different from the experience with tobacco control.^[@CR21]^ An important consideration is the extent of interdependence among nations as a key incentive for cross-border collaboration. What other incentives will lead national governments and other actors to pursue collective actions globally (or regionally)? Strengthening the position of national regulators and public health agencies to take on well-organised lobbying became an incentive for cross-border collaboration. Liberal policies on tobacco marketing in one country or lax enforcement of anti-smuggling law could impact tobacco use in another country. Adoption of trade liberalisation and international trade agreements that have had a direct impact on tobacco availability and use, especially in developing countries, also involved interdependence.^[@CR22]^ The FCTC does not fully address this issue; although tension between trade liberalisation and tobacco control was evident in negotiations, the final text is silent on precedence of international trade law over the FCTC.^[@CR18]^ It will be useful to study this further given the importance of international trade agreements for healthy diets.^[@CR23]^

Although FCTC negotiations led to a multilateral treaty under the aegis of the WHO, those pursuing obesity reduction should not focus too narrowly on this specific forum. A key impact of FCTC negotiations lies outside the formal treaty: global networking among public health advocates inside and outside government and the diffusion of policies. Following intense international interactions on experiences with tobacco control policies, countries accelerated the adoption of new measures. As Collin and Lee observe, national policy development and FCTC negotiations clearly interacted. Once Canada adopted large graphic health warnings, Thailand, Brazil and the European Union replicated them.^[@CR18]^ Important impacts of the recent global health diplomacy on tobacco control include global mobilisation of civil society in support of the FCTC and the rise of a large coalition, the Framework Convention Alliance.

Lessons from Tobacco Control for Obesity Prevention {#Sec7}
===================================================

What are the lessons we can draw from the experience of global diplomacy on tobacco control for obesity and diet-related chronic disease prevention? First, which actors need to be involved in the process? Political leadership, strong mobilisation and advocacy from well-organised groups globally are crucial in triggering and sustaining a global policy response such as an international treaty. Whether a critical mass of political capital is available at this point in the area of diet and nutrition remains to be seen.^[@CR24]^

Second, global health diplomacy on obesity will require a much stronger engagement with developing countries. Many of these countries perceive the discussions as more relevant to industrial countries despite the rapid growth of obesity in emerging and middle-income developing countries. "With regard to diet and nutrition, the needs and concerns of developing countries will be more complex \[than in tobacco control ...\]. The goal should be to promote the optimal diets for all. It also requires that greater attention be paid to the complex agricultural and economic issues related to subsidies and decisions about what is cultivated.^[@CR24]^"

Such concerns would need to be well integrated in the agenda to assure inclusion of developing country interests in the negotiations.

Third, we highlight the importance of a multi-sectoral approach, engaging a wide range of actors outside the health sector, including commercial ones. Some may provide leadership. A diverse group of businesses produce, process, distribute, market and sell food and drinks. For tobacco control, the ultimate public health goal is elimination of the industry. Obviously the food industry plays an essential role, and the policy 'end game' for chronic diseases is transformation to a health-oriented food system, not the extinction of the industry or many of its activities. As interests of some food industry actors (industries dealing in fresh fruits and vegetables) merge with those promoting global public policies for healthier diets, meaningful collaboration against obesity is likely to be easier to achieve.

The fourth and final lesson relates to the forum for discussion and negotiation. The literature reveals different perspectives. Some representatives from the food industry object to the FCTC model, as an international treaty entails an adversarial approach that would be counterproductive: "In many ways you could say the tobacco convention has laid out for the public health sector a road map which we should not follow for food. We should be doing almost the opposite. Instead of shaming and blaming we need to find ways of working with the industry.^[@CR25]^"

Others suggest that the FCTC precedent, a binding international treaty, would provide a useful tool for regulating the food industry, especially for snack foods, sodas, fast foods and prepared foods that to blame for the great increase in obesity.^[@CR17]^ They remain sceptical about the possibility of productive collaboration with commercial actors given the ways in which interests diverge.^[@CR21]^ Another argument made in favour of the FCTC approach is the power of multilateral negotiations to mobilise groups to act nationally and locally and to increase the exchange of policy innovation. Emily Lee^[@CR26]^ suggested that motivation to adopt the framework-convention model involving an incremental approach to standard-setting, instead of one single detailed treaty for tobacco control, derived from anticipation of strong opposition from the tobacco industry. She also argued that the rationale applies in this case to obesity, and once again this incremental approach will be more likely to succeed.^[@CR26]^

Based on these lessons, we conclude that global health diplomacy for obesity prevention requires a much higher level of mobilisation of political leaders, civil society organisations, governments and non-state actors in developing countries, and engagement with the many private actors in the agri-food industries before healthy diet proponents are ready to negotiate a treaty similar to the FCTC. In order to progress as rapidly as possible, future analytical work should identify what issues could be more easily tackled in a collaborative manner, and for which issues regulation and a treaty would be the most effective instruments. Given that marketing of food to children is already on the global diplomatic agenda, researchers may want to focus on this.

We draw a fifth and final lesson -- beyond selection of an instrument or a forum for negotiations \-- on the importance of the process itself. Preparation for negotiations, mobilisation of civil society organisations, dialogue with industry, consultation with experts, and sharing of information among national health agencies are all necessary steps leading to negotiations. This process itself can foster the adoption of pro-health policies at the local, national, regional and global level. Ongoing discussions around a WHO code on the marketing of food to children are not yet taking place in the context of formal, multilateral negotiations, but they may already be influencing discourse and practices for tackling childhood obesity. Investing in these pre-negotiation exercises is an integral part of global health diplomacy for obesity prevention.

Why is a global policy response to chronic diseases needed, and who are the actors and interests to involve in the negotiations? Negotiation of the Framework Convention on Tobacco Control (FCTC) provides an apt example.
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